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priority	 –	 to	 develop	 an	 evidence	 base	 on	models	 of	 delivery	 –	 is	 emerging.	 This	
paper	reports	a	prospective	cohort	study	of	individuals	referred	to	three	English	so-
cial	care	reablement	services,	each	representing	a	different	model	of	service	delivery.	
Outcomes	 included	healthcare‐	and	social	care–related	quality	of	 life,	 functioning,	
mental	 health	 and	 resource	 use	 (service	 costs,	 informal	 carer	 time,	 out‐of‐pocket	
costs).	In	contrast	with	the	majority	of	other	studies,	self‐report	measures	were	the	
predominant	source	of	outcomes	and	resource	use	data.	Furthermore,	no	previous	
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1  | INTRODUC TION
1.1 | Background








2016).	 Individuals	 are	 referred	when	 there	 is	 a	 loss	of	 functioning	






and	 confidence	 to	 engage	 in	 and	manage	 everyday	 activities	 and	
tasks.	Differences	exist	–	within	and	between	countries	–	 in	mod-
els	of	 service	delivery	 (e.g.	 skill	mix,	organisational	 setting,	opera-
tional	delivery	characteristics;	Aspinal	et	al.,	2016;	Beresford	et	al.,	
2019).	In	addition,	there	may	be	differences	in	the	extent	to	which	
provision	 fully	adheres	 to	 the	concept	of	 reablement	and	 includes	
reconnecting	with	social	networks	(so	called	“comprehensive	reable-
ment”),	or	is	limited	to	functional	reablement	Beresford	et	al.	(2019).
In	 England,	 reablement	 comprises	 an	 assessment	 by	 a	 specialist	
practitioner	 during	 which	 person‐centred	 goals	 are	 co‐created	 with	









Existing	evidence	 indicates	 reablement	 results	 in	 improved	 func-
tioning,	quality	of	 life	and/or	reduced	demands	on	services.	To	date,	
however,	 evaluations	 have	 not	 been	 of	 sufficient	 quality	 for	 robust	
conclusions	 to	 be	 drawn	 regarding	 effectiveness	 and	 cost‐effective-




This	paper	 reports	a	prospective	cohort	 study	of	older	people	 re-
ceiving	reablement	in	England.	It	was	commissioned	by	the	English	
government's	National	 Institute	 for	Health	Research	who	 issued	a	
call	for	proposals	to	investigate	different	models	of	service	delivery.	
This	was	 in	 response	 to	 the	 fact	 that,	 in	England,	 reablement	 ser-
vices	are	universal	but	different	delivery	models	exist	(Parker,	2014).	















Significant	 under‐recruitment	 in	 two	 research	 sites	 (n = 14 






Ethical	 approval	 was	 received	 from	 a	 National	 Health	 Service	
(NHS)	 Health	 Research	 Authority	 Research	 Ethics	 Committee	
(Reference:	15/NE/0299).
What is known about this topic
•	 Many	western	countries’	 reablement	 services	are	core	
to	strategies	to	support	older	people	remaining	in	their	
homes	and	limit	demand	on	publicly	funded	services.
•	 More	 robust	 evaluations	 of	 reablement	 are	 required	
to	 confirm	 the	 current	 view	 that	 reablement	 achieves	
these	objectives.
•	 Existing	evaluations	have	typically	been	very	limited	in	
the	 outcomes	 assessed	 and,	 typically,	 do	 not	 include	
self‐reported	outcomes.
What this paper adds
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2.2 | Setting
The	 study	 recruited	 from	 three	 statutorily	 funded	 adult	 social	
care	 reablement	 services	 located	 in	 different	 regions	 in	 England.	
Recruitment	took	place	between	October	2016	and	May	2017.
2.3 | Participants
Study	 inclusion	 criteria	 were	 that	 participants	 had	 been	 ac-
cepted	 into	one	of	 the	 reablement	 services	 acting	 as	 a	 research	
site.	Individuals	lacking	the	capacity	to	give	informed	consent	(as	





sought	 consent	 for	 the	 research	 team	 to	 make	 contact.	 Those	
consenting	 to	 contact	 received	 a	 telephone	 call	 from	 the	 re-
search	 team	 (i.e.	 the	 “local”	 researcher	based	 in	 research	site).	 If	
agreed,	a	home	visit	was	arranged	to	further	discuss	participation	
and,	 if	willing,	 take	consent	and	collect	T0	data.	A	£10	shopping	
voucher	 (multi‐store,	 high	 street/online)	 supported	 recruitment	
and	retention.
2.5 | Data collection























2.6.2 | Adult Social Care Outcomes Toolkit's SCT‐4
A	standardised	self‐report	measure	assessing	social	care–related	
quality	 of	 life	 across	 eight	 domains:	 control	 over	 daily	 life;	 per-
sonal	 cleanliness	 and	 comfort;	 food	 and	 drink;	 personal	 safety;	
social	participation	and	involvement;	occupation;	accommodation	
cleanliness	and	comfort;	and	dignity	(Malley	et	al.,	2012).	For	each	
domain,	 respondents	 select	 one	 of	 four	 options:	 ideal	 state,	 no	





A	 self‐report	 measure	 in	 which	 respondents	 rate	 current	 mental	
health	compared	to	their	usual	state.	Items	cover	inability	to	carry	out	
normal	functions	and	the	appearance	of	new	and	distressing	emo-
tional	 states	 (Goldberg,	1972).	For	each	 item,	 respondents	choose	
one	of	four	response	options:	better	than	usual,	same	as	usual,	less	
than	usual	and	much	less	than	usual.	The	standard	method	of	scor-




2.6.4 | Barthel activities of daily living index










2.6.5 | Nottingham Extended Activities of Daily 
Living Scale
A	self‐report	measure	of	 functional	ability	with	 respect	 to	mobility,	
kitchen	 tasks,	 domestic	 tasks	 and	 leisure.	 Comprising	 22	 items,	 it	
captures	a	wider	 assessment	of	 functioning	 than	 the	Barthel	 Index	
(Nouri	&	Lincoln,	1987).	Respondents	evaluate	 the	extent	 to	which	
they	 can	 accomplish	 each	 functional	 task	 scoring	 0	 (not	 able/with	
help)	or	1	(on	their	own/on	their	own	with	difficulty).	A	total	score	is	
calculated	 ranging	between	0	 (no	 independence)	and	22	 (maximum	
independence).
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2.7 | Resource use
A	 self‐report	 questionnaire	 (Services	 and	 Care	 Pathway	
Questionnaire	[SCPQ])	developed	for	the	study	collected	data	on:	
use	 of	 hospital,	 community	 healthcare,	 social	 care	 and	 voluntary	
services,	 informal	 (unpaid)	 care	 and	 private	 out‐of‐pocket	 costs.	
Total	 costs	 were	 calculated	 by	 multiplying	 the	 number	 of	 times	
each	resource	was	used	by	its	unit	cost	for	the	financial	year	2016.	
Further	 information	 on	 the	 development	 of	 the	 SCPQ	 and	 how	





socio‐demographic	 characteristics,	 outcome	 measures	 and	 re-
source	use	and	costs	at	T0,	T1	and	T2	were	generated.	Means	and	
standard	deviations	 (SD)	were	 reported	 for	continuous	variables	
and	 counts	 and	percentages	 for	 categorical	 variables.	 The	 char-
acteristics	of	individuals	retained	to	the	study	at	T1	and	T2 were 
compared	 to	 those	 lost	 to	 follow‐up	using	 t	 test	 for	 continuous	
variables	and	Pearson's	Chi‐square	test	for	categorical	variables.	
We	also	 tested	 for	differences	 in	outcomes	 at	T0,	 T1	 and	T2 ac-
cording	to	the	reason	for	referral	to	reablement	(remain	at	home	
vs.	return	home	(i.e.	discharged	home	from	hospital)).
A	 descriptive	 analysis	 of	 outcomes	 generated	 mean	 and	
standard	 deviation	 statistics	 for	 total	 scores	 for	 T0,	 T1	 and	 T2 
samples.	 A	 domain‐level	 descriptive	 analysis	 of	 quality‐of‐life	
outcomes	was	also	conducted.	For	EQ‐5D‐5L,	response	options	
were	 collapsed	 into	 three	 categories	 of	 perceived	 severity	 of	
problems:	 severe/extreme,	 moderate	 or	 no/slight.	 For	 Adult	
Social	Care	Outcomes	Toolkit	(ASCOT)	SCT‐4,	response	options	
were	 collapsed	 into	 two	 categories	 of	 perceived	 need:	 needs	






statistical	 significance	 and	 effect	 size	 calculated.	 Second,	 we	
explored	direction	of	change	in	outcomes	at	an	individual	level.	
Study	participants	were	allocated	to	one	of	three	categories:	im-
proved,	 no	 change,	 deteriorated.	 Frequency	 counts	were	 used	
to	 describe	 the	 distribution	 of	 the	 sample	 according	 to	 these	
categories.
We	also	explored	 the	 impact	of	mode	of	data	 collection	on	
response	 rate	 for	 outcomes	 collected	 at	T2	 (where	 some	 study	
questionnaires	were	 delivered	 postally	 rather	 than	 via	 a	 home	
visit).
We	 considered	 a	 p‐value	 of	 0.05	 to	 be	 statistically	 sig-
nificant	 and	 provided	 95%	 confidence	 intervals	 (CI)	 for	 the	
estimates.
3  | RESULTS














report	 to	 the	 research	 team.	Eight	participants	chose	 to	withdraw	
at	this	stage.
At	T2,	46	study	participants	were	not	followed	up	because	T2 
occurred	 after	 the	 study	 closed.	 Loss	of	 local	 research	 staff	 as-











3.3 | Duration and intensity of reablement
The	planned	duration	of	reablement	was	typically	6	weeks	(n = 170; 











(NEADL)	 scale	 and	General	 Health	Questionnaire	 (GHQ‐12)	 at	 T0 
than	the	total	sample	recruited.
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no/slight	 problems	 with	 self‐care.	 These	 proportions	 remained	
around	 the	 same	at	T2.	 The	proportions	of	 respondents	 reporting	








F I G U R E  1  Flow	chart	of	recruitment	
and	retention
Eligible and invited to give ‘consent to 
contact’:
n = 498
Agreed ‘consent to contact’
n = 276
Agreed to home visit 
n = 198
Consented
T0 data collection completed
n = 186
T1 data collection completed
n = 128
- Declined ‘consent to contact’: n = 222
(‘Not interested’: n = 150; ‘Not feeling well 
enough: n = 41; ‘Other reason: n = 31)
- Declined home visit: n = 21
-Unable to make contact: n = 23
-Not eligible to join study: n = 34
-Unable to contact/notified participant 
has died: n = 16
-Withdrew from study: n = 8
-Unable to make contact: n = 6
-Not eligible to join study: n = 6
Sample for T2 data collection:
n =128 – 46 + 34 = 116
Home visit: n = 33
Postal administration: n = 83
- T2 data collection falls outside 
study timeline: n = 46
T2 data collected completed
n = 64
Home visit: n = 21/23 
Postal administration: n = 43/83 
- Home visit sub-sample: unable to 
establish contact/notified participant 
has died: n = 10
- Postal administration sub-sample:
Non-response: n = 34
Questionnaire returned not sufficiently 
completed to be included: n = 6
- Researchers not notified about 
discharge: n = 34 (retained for T2)

















Table	4	presents	 the	direction	of	change	 in	scores	 in	 terms	of	 the	
proportions	 of	 participants	whose	 scores	 improved,	 remained	 the	
same	or	deteriorated.










ASCOT‐SCT4	 scores	 had	 improved	 (82%	 and	 71.2%);	with	 the	 re-







improvements	 in	 around	 half	 of	 study	 participants’	 scores	 on	 the	


















Total 186 128 64
Gender
Female 119	(64) 87	(68) 44	(69)
Male 67	(36) 41	(32) 20	(31)
Lives	alone
No 79	(42) 51	(40) 27	(42)
Yes 107	(58) 77	(60) 37	(58)
Reason	for	referral
Return	home 75	(40) 53	(41) 22	(34)
Remain	at	home 111	(60) 75	(59) 42	(66)
Informal	carer	involved
No 20	(11) 15	(12) 7	(11)
Yes 164	(89) 113	(88) 57	(89)
Number	of	comorbidities
None 67	(36) 46	(36) 28	(44)
1 79	(42) 55	(43) 25	(39)
2 or more 40	(22) 27	(21) 11	(17)
Age	(years)
Mean	(SD) 80.85	(9.1) 80.83	(9.0) 81	(8.8)
Median 82 82 83
Range:	min,	max 51,	102 51,	102 51,	98
TA B L E  2  Differences	in	outcome	scores	observed	T0,	T1	and	T2
 T0 T1 T2
EQ‐5D‐5L	(2017	tariff)
Sample	size (n	=	186) (n	=	128) (n	=	61)
Mean	(SD) 0.51	(0.23) 0.67	(0.24) 0.69	(0.26)
EQ‐VAS
Sample	size (n	=	185) (n	=	128) (n	=	61)
Mean	(SD) 51.83	(20.23) 63.52	(20.46) 68.77	(20.55)
ASCOT	SCT‐4
Sample	size (n	=	184) (n	=	128) (n	=	59)
Mean	(SD) 0.71	(0.17) 0.82	(0.15) 0.80	(0.17)
Barthel	Index
Sample	size (n	=	130) (n	=	133)  
Mean	(SD) 71.69	(17.02) 80.45	(20.28)
NEADL	scale
Sample	size (n	=	184) (n	=	128) (n	=	64)
Mean	(SD) 9.65	(5.48) 10.40	(4.46) 13.22	(6.27)
GHQ‐12
Sample	size (n	=	185) (n	=	128) (n	=	62)
Mean	(SD) 4.14	(2.85) 2.42	(2.60) 2.10	(2.65)
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3.6.1 | Resource use
Resource	 use	 was	 more	 frequent	 before	 reablement,	 particularly	
overnight	hospitalisations	and	care	services,	see	Table	5.	Some	par-
ticipants	had	home	adaptations,	generally	minor.	Equipment	acqui-










Challenges	 experienced	with	 study	 set‐up	 and	 recruitment	 –	 pre-
dominantly	 due	 to	 the	 lack	 of	 research	 support	 structures	within	








quently)	 used.	 In	 contrast	 to	most	 studies,	 constraints	 in	 research	
funding	and	research	capacity	within	services	meant	we	relied	pri-
marily	 on	 self‐reported	 outcomes.	We	 also	 developed	 a	 new	 self‐
report	tool	to	assess	resource	use.	Finally,	different	modes	of	data	
collection	were	tested.
4.1 | Findings on reablement outcomes and 








F I G U R E  2  EQ‐5D‐5L	domains:	distribution	of	sample	in	terms	of	perceived	severity	of	problem:	entry	into	service,	discharge	and	
6	months	post	discharge
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effect,	 was	 observed	 at	 discharge	 with	 this	 improvement	main-
tained	at	6	months	post	discharge.	A	similar	pattern	was	observed	
for	 social	 care–related	quality	of	 life	 (ASCOT	SCT‐4)	 though	 the	
effect	size	was	only	medium.	We	note	that	no	guidance	currently	
exists	 on	what	 constitutes	 a	minimal	 important	 change	 in	 index	
score	 for	 these	measures	 with	 this	 population	 (van	 Leeuwen	 et	
al.,	2015).
One	previous	study	(Glendinning	et	al.,	2010)	used	(earlier	ver-
sions	of)	 these	measures,	 investigating	outcomes	at	12‐month	 fol-
low‐up	 in	 two	 cohorts:	 those	 in	 receipt	 of	 reablement	 and	 those	
receiving	home	care.	Findings	from	this	and	our	study	align	in	terms	
of	health‐related	quality	of	life.	However	the	previous	study	did	not	
find	a	difference	 in	 social	 care–related	quality	of	 life	between	 the	









these	 findings,	 including	 the	 same	 workers	 providing	 reablement	
and	usual	care	and	other	limitations	in	study	design.	However,	these	
findings	do	highlight	that	wider	recovery	processes,	independent	of	



















using	 practitioner‐	 (Barthel	 Index)	 and	 self‐report	 (NEADL	 scale)	
measures.	The	 latter	has	not	previously	been	used	 to	evaluate	 re-
ablement.	 It	 was	 only	 possible	 to	 administer	 the	 Barthel	 Index	
at	entry	 into	 the	 service	and	discharge.	At	discharge,	 a	 significant	
change	 in	 score	 was	 observed,	 representing	 a	 small–medium	 ef-
fect.	This	finding	aligns	with	those	of	two	previous	trials	in	Australia	
F I G U R E  3  Adult	Social	Care	Outcomes	Toolkit	(ASCOT)	SCT4	domains:	proportions	reporting	needs	met	versus	unmet	needs	at	entry,	
discharge	and	6	months	post	discharge
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which	used	a	modified	version	of	 this	 instrument.	 In	 contrast,	 the	
difference	in	mean	score	on	the	NEADL	scale	between	T0	and	T1 was 




TA B L E  3  Change	in	outcomesa:	T0	to	T1,	T0	to	T2	and	T1	to	T2
 T0–T1 T0–T2 T1–T2
EQ‐5D‐5L	(2017	tariff) (n	=	128) (n	=	61) (n	=	49)
Mean	score T0	=	0.51;	T1	=	0.67 T0	=	0.54;	T2	=	0.69 T1	=	0.67;	
T2	=	0.69
Difference	in	mean	score 0.15 0.15 −0.02
95%	CI 0.12,	0.18 0.097,	0.20 −0.086,	0.03
p value <.001 <.001 .451
Effect	sizeb 0.831 0.728 −0.108
EQ‐5D	(VAS) (n	=	127) (n	=	61) (n	=	51)
Mean	score T0	=	51.58;	T1	=	63.39 T0	=	51.00;	T2	=	68.77 T1	=	65.02;	
T2	=	68.24
Difference	in	mean	score 11.81 17.77 3.22
95%	CI 8.10,	15.52 11.94,	23.60 −3.49,	9.92
p value <.001 <.001 .340
Effect	sizeb 0.559 0.780 0.135
ASCOT	SCT‐4 (n	=	128) (n	=	59) (n	=	47)
Mean	score T0	=	0.73;	T1 = 0.82 T0	=	0.70;	T2 = 0.80 T1 = 0.791; 
T2 = 0.792
Difference	in	mean	score 0.09 0.10 0.002
95%	CI 0.06,	0.11 0.05,	0.15 −0.04,	0.04
p value <.001 <.001 .928
Effect	sizeb 0.641 0.540 0.013
Barthel	Index (n	=	96) Barthel	Index	not	collected	at	T2.





NEADL	Scale (n	=	128) (n	=	64) (n	=	52)
Mean	score T0	=	9.67;	T1 = 10.40 T0	=	11.58;	T2 = 13.22 T1 = 11.50; 
T2 = 13.29
Difference	in	mean	score 0.73 1.64 1.79
95%	CI −0.06,	1.51 0.17,	3.11 0.55,	3.03
p value .071 .029 .006
Effect	sizeb 0.161 0.279 0.401
GHQ‐12 (n	=	128) (n	=	62) (n	=	50)
Mean	score T0	=	3.95;	T1 = 2.42 T0	=	3.89;	T2 = 2.10 T1	=	2.62;	
T2	=	2.06
Difference	in	mean	score −1.53 −1.79 −0.56
95%	CI −1.96,	−1.11 −2.46,	−1.11 −1.28,	0.16
p value <.001 <.001 .123














to	 non‐specific	 recovery	 processes	 observed	 after,	 for	 example,	 a	
fracture	has	healed	(Tuntland	et	al.,	2015).	However,	a	study	which	
did	use	a	comparator	groups	found	differences	between	groups	 in	






be	 included	 in	 study	designs.	With	 regard	 to	 the	 first	 point,	 tools	
which	measure	both	core	and	extended	activities	of	daily	living	are	
now	being	developed	(Chen	et	al.,	2012;	LaPlante,	2010).	Also	rel-
evant	 here	 are	 concerns	 being	 expressed	 about	 the	 psychometric	
properties	of	some	existing	measures,	and	their	use	with	populations	
for	whom	they	were	not	originally	designed	(de	Morton,	Keating,	&	





are	 clinical,	 goal‐setting	 interviews	 to	 identify	 and	 monitor	 func-
tional	outcomes	prioritised	by	the	service	user.	This	approach	aligns	
well	with	 the	 ethos	 and	 objectives	 of	 reablement	 and	 is	 common	
within	 the	 field	 of	 rehabilitation	 (Turner‐Stokes,	 2009).	 However,	
this	 is	only	possible	 if	 services	have	capacity	 to	 integrate	 this	 into	
their	routine	practice	or	evaluations	are	sufficiently	resourced	to	in-
corporate	this.
TA B L E  4  Direction	of	change	in	scores	on	outcome	measures
Nature of change
T0 to T1 T0 to T2 T1 to T2
n % n % n %
EQ‐5D‐5L	(T0–T1: n	=	128;	T0–T2: n	=	61;	T1–T2: n	=	49)
Deterioration 16 12.5 11 18.0 21 42.9
Maintenance 4 3.1 0 0 3 6.1
Improvement 108 84.4 50 82.0 25 51.0
ASCOT	SCT‐4	(T0–T1: n	=	128;	T0–T2: n	=	59;	T1–T2: n	=	49)
Deterioration 31 24.2 17 28.8 21 44.7
Maintenance 4 3.1 0 0 3 6.4
Improvement 93 72.7 42 71.2 23 48.9
Barthel	Index	(T0–T1: n	=	63)	(not	collected	at	T2)
Deterioration 22 22.9 — — — —
Maintenance 11 11.5 — — — —
Improvement 63 65.5 — — — —
NEADL	scale	(T0–T1: n	=	128;	T0–T2: n	=	64;	T1–T2: n	=	50)
Deterioration 39 30.5 21 32.8 14 26.9
Maintenance 18 14.1 8 12.5 4 7.7
Improvement 71 55.5 35 54.7 34 65.4
GHQ‐12	(T0–T1: n	=	128;	T0–T2: n	=	62;	T1–T2: n	=	50)
Deterioration 23 18.0 10 16.1 12 24.0
Maintenance 16 12.5 10 13 26.0
Improvement 89 69.5 42 67.7 25 50.0
TA B L E  5  Resource	use,	standardised	to	mean	use	per	week
Resource
T0 T1 T2
N Mean SD N Mean SD N Mean SD
Hospital	length	of	stay,	number	of	
nights
158 2.32 2.34 124 0.04 0.27 50 0.16 0.42
Hospital	visit	without	overnight	
stay,	number	of	visits
174 0.31 0.21 127 0.24 0.34 65 0.18 0.21
Community	health	care,	number	
of	visits
180 2.08 2.35 128 1.19 1.61 62 0.90 1.36
Care	services,	number	of	hours 182 3.09 2.51 127 2.10 2.71 65 0.50 1.65
Other	social	care	services,	number	
of	times	service	was	used
180 0.92 1.29 123 1.00 1.63 61 0.72 2.77
Voluntary	or	charity	service,	num-
ber	of	times	service	was	used
183 0.04 0.16 127 0.02 0.12 64 0.07 0.22
Major	home	adaptations,	number	of	
adaptations
185 0.01 0.03 128 0.01 0.05 66 0.00 0.01
Minor	home	adaptations,	number	
of	adaptations
185 0.04 0.09 128 0.09 0.32 66 0.02 0.04
Equipment,	number	of	equipment	
items
185 0.24 0.23 128 0.21 0.30 66 0.06 0.09
Informal	care,	hr 177 23.77 35.76 123 20.03 37.23 56 11.21 27.68
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Mental	health	outcomes,	assessed	using	the	GHQ‐12,	showed	
a	pattern	of	change	similar	to	that	observed	for	healthcare‐	and	
social	 care–related	 quality	 of	 life.	 A	 significant	 change	 in	 score	
was	 observed	 between	T0	 and	T1,	 representing	 a	medium–large	
effect,	with	this	change	maintained	at	T2.	Just	one	previous	study	
has	evaluated	impacts	on	mental	health	(Lewin	&	Vandermeulen,	




to	 restore	 and/or	 retain	 skills	 which	 allow	 individuals	 to	 manage	
everyday	 living	 activities	 as	 independently	 as	 possible	 (Aspinal	 et	
al.,	2016),	these	findings	indicate	an	important	secondary	effect	of	
reablement.	 It	may	be	the	case	that	 (re)gains	 in	 independence	and	
re‐engagement	 with	 everyday	 life	 achieved	 through	 reablement	




discharge	 which	 support	 improvements	 in	 mental	 health	 and	 the	
ability	to	live	as	 independently	as	possible.	First,	existing	evidence	
suggests	mental	health	can	impact	an	individual's	capacity	to	engage	
in	 activities	 which	 support	 mental	 well‐being	 (e.g.	 social	 or	 other	
meaningful	activities).	Second,	it	can	affect	capacity,	or	motivation,	
to	problem	solve	and	manage	the	activities	of	daily	living	(Benbow	




other	 core	outcomes,	work	 to	 further	understand	 the	extent,	 and	
how,	 reablement	 affects	 mental	 health	 outcomes	 appears	 highly	
pertinent.
4.2 | Implications of study findings for future 
economic evaluations
We	 found	 the	 largest	 contributors	 to	 resource	 use	 were	 use	 of	
healthcare	 and	 social	 care	 services	 and	 intensity	 of	 informal	 care	
support.	However,	most	previous	studies	have	looked	only	at	service	
use.	In	terms	of	collecting	data	on	resource	use	directly	from	study	
TA B L E  6  Costs,	standardised	to	mean	cost	per	week
Sector Cost
At entry to the service At discharge from the service At 6 months follow‐up
N Mean SD N Mean SD N Mean SD
Publica Hospital	over-
night	stays
158 £719 £722 124 £11 £81 50 £52 £138
Hospital	visits 174 £31 £31 127 £29 £46 65 £26 £33
Community	
healthcare
180 £27 £28 180 £21 £22 62 £16 £22
Social care 179 £44 £33 126 £32 £36 61 £10 £27
Out‐of‐pocketb Major	home	
adaptations
184 £0 £1 128 £0 £0 51 £2 £6
Minor	home	
adaptations
182 £2 £5 127 £3 £8 59 £2 £9
Equipment 184 £0 £1 127 £0 £0 65 £0 £0
Community	
healthcare
181 £13 £67 127 £0 £0 62 £3 £22
Social care 180 £0 £1 128 £0 £1 53 £0 £1
Voluntary	sector 172 £1 £5 123 £0 £2 58 £0 £1
Otherc Major	home	
adaptations
183 £1 £4 127 £0 £2 £1 £1 £3
Minor	home	
adaptations
182 £32 £145 127 £24 £268 £228 £9 £43
Equipment 182 £1 £4 128 £2 £9 £13 £1 £2
Voluntary	sector 180 £23 £45 111 £13 £39 £139 £6 £16
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participants,	 including	informal	care	support,	the	SCPQ	performed	
well	 in	 terms	of	completeness	of	data.	However,	 it	 is	 important	 to	












outcomes	 data	 collection	 (both	 practitioner‐	 and	 self‐reported)	





time	 this	 requires.	Our	 experiences	 of	 using	 local	 study	 staff	 to	








Lower	 than	 expected	 recruitment	meant	 a	 core	 study	 objective	 –	
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